The purpose of this study was to assess the effect of integrating behavioral health services into well-child visits in underserved, remote, and/or fringe areas. Specifically, the following were examined: the structure of the well-child visit for standard care in comparison to when a behavioral health provider was integrated into the visit and the effect of integrating a behavioral health provider on behavioral health topics covered and parent satisfaction. Participants were 94 caregivers of children attending well-child visits. Group differences were examined for participants in well-child visits with a behavioral health provider and participants in a standard well-child visit. Findings suggest a statistically significant increase in caregiver-rated perception for the number of topics covered with the integration of a behavioral health provider in the well-child visits. No significant effects of caregiver-rated helpfulness or satisfaction were observed. Implications for the findings and future research directions are discussed.
adult (Costello, Foley, & Angold, 2006; KimCohen et al., 2003) .
Given the relation between childhood behavioral health concerns and increased adolescent and adult pathology, early assessment and screening are critical to determine and coordinate effective interventions (Reinke, Herman, Petras, & Ialongo, 2008) . If children's behavioral problems are identified and treated early, then findings suggest nearly 50% of adult psychopathology could be prevented (Kim-Cohen et al., 2003) . Despite the positive implications of early screening and intervention, these implications cannot be realized unless families and children can access the care they need.
Accessing behavioral health care is particularly challenging for families living in underserved, remote, and/or fringe areas (National Center for Education Statistics [NCES], 2006) . Specific barriers to treatment cited by families living in rural areas include lack of resources for travel, time demands because of multiple appointments, and the stigma associated with obtaining psychological services (Brown & Freeman, 2002) . To further complicate familyreported barriers, most children living in rural areas with possible behavioral health concerns do not have ready access to a mental health center (Moore et al., 2005) . Schools can often serve as community centers where children can receive educationally oriented social and academic interventions. However, schools in rural areas do not have as many highly trained teachers, and as a result, they cannot always provide the specialized services (Monk, 2007) children with behavioral health concerns often require. Because of these barriers and related issues, the lack of behavioral health care for children and families in rural areas of the country has been a major public health concern over the past 2 decades (Moore et al., 2005) .
One promising approach to address barriers associated with obtaining behavioral health care is integrating behavioral health care into primary care settings, particularly routine sessions such as well-child visits. Specifically, intervening within rural primary care may be a young child's best chance for comprehensive, early intervention that can prevent later psychopathology. Integrating behavioral health care in primary care addresses the lack of access to behavioral health care in rural settings and may also destigmatize receiving mental health services. In addition, providing behavioral health care in primary care provides a unique and important point of intervention because it capitalizes on the integration of key individuals in a child's life (i.e., parents and pediatricians). Systematic care across key stakeholders can lead to smooth transitions (Early, Pianta, Taylor, & Cox, 2001) , which can be especially important for students with behavioral concerns (Dishion & Stormshak, 2007) .
The negative trajectory associated with untreated behavioral and developmental problems during childhood has prompted the American Academy of Pediatrics (AAP) to recommend that pediatric providers devote more time to anticipatory guidance for behavioral health (American Academy of Pediatrics Committee on Psychosocial Aspects of Child & Family Health, 1996) . Anticipatory guidance is a preventative strategy incorporated in well-child visits during which a pediatrician or similar medical professional provides families with what they should expect and can do to promote healthy development (Piotrowski, Talavera, & Mayer, 2009) . Despite the potential for physicians to effectively address behavioral health needs, many concerns have been cited. For example, findings suggest that the average amount of time physicians spend with each patient is 10.3 min; the percentage of time addressing anticipatory guidance for potential health and developmental problems constitutes a range of 6.4 -13.9% of the visit. (Reisinger & Bires, 1980) . Moreover, evidence suggests that pediatric providers identify less than half of the behavioral health concerns present in the children they examine (Dulcan et al., 1990) . Thus, it is not surprising that pediatricians are faced with many barriers that may preclude covering behavioral health issues (e.g., high caseloads, lack of time, reimbursement challenges; Galuska et al., 2002) .
The aforementioned findings suggest unmet childhood behavioral health needs in rural settings and the potential for primary care to address these needs by physicians through integrating behavioral health care into primary care sessions. Unfortunately, because of a lack of physician time, resources, and training, the behavioral health needs of children do not appear to be effectively addressed by physicians. Pediatric psychologists, often referred to as behavioral health providers, are uniquely positioned to meet this unmet need. Depending on their training track, pediatric psychologists have specialized training to work in one or more settings (e.g., tertiary care, primary care; Spirito et al., 2003) to provide behavioral health care. The availability of well-trained pediatric psychologists is increasing as more advanced training opportunities become available. Further, the need for pediatric psychologists in primary care settings has increased with the passage of the Affordable Care Act (ACA) of 2010 and the new emphasis on providing comprehensive, team-based services in primary care. Integrating pediatric psychologists into primary care sessions (e.g., well-child visits) to provide behavioral health care has the potential to mitigate the reported unmet behavioral health needs of children and provide a mechanism for providing services during a critical period in a child's life (Egeland, Kalkoske, Gottesman, & Erickson, 1990) . Integrating a pediatric psychologist in well-child visits provides a solution to physician time and resource constraints (HawkinsWalsh, 2001 ) and addresses a primary benefit of integrating behavioral health care into primary care sessions (i.e., fosters collaboration among key stakeholders).
The purpose of this study was to assess the effect of integrating behavioral health care into well-child visits in underserved, remote, and/or fringe (NCES, 2006) areas. Specifically, the following research questions were examined:
1. What is the structure of the well-child visit with the addition of a behavioral health provider? 2. What are the effects of integrating a behavioral health provider into well-child visits on the behavioral health topics covered and parent satisfaction?
Method

Participants and Setting
Participants were 94 caregivers of children attending well-child visits. The average age of children was 31.81 months. Approximately 54% percent of children were male. Approximately 73% of caregivers identified their children as White, non-Hispanic. Most caregivers identified their caregiver status as "mother." Table 1 includes complete demographic characteristics of participants. There were no differ- (1) ϭ .003, p Ͼ .05.
Data collection was conducted at two sites in a Midwestern state. Site 1 (n ϭ 65) is identified as town: fringe (NCES, 2006) . A site designated as town: fringe refers to an area inside of an urban cluster that is less than or equal to 10 mi from an urban area (NCES, 2006) . Site 2 (n ϭ 29) is a state-designated mental health shortage area and identified as town: remote (NCES, 2006) . A site with a town: remote designation refers to an area inside of an urban cluster that is more than 35 mi from an urbanized area (NCES, 2006) . There was no difference between experimental and control groups based on site, 2(1) ϭ .407, p Ͼ .05.
Study Variables
The independent variable had two levels: (a) a control group that was the standard well-child visit and (b) the experimental group that was the addition of anticipatory guidance and behavioral health recommendations by a behavioral health provider during a well-child visit after standard care by the primary care physician. The dependent variables were (a) caregiver perceptions of the number of topics covered during the well-child visit, (b) caregiver satisfaction for the discussion of each topic, and (c) caregiver-perceived helpfulness. Variables that were examined descriptively to assess the structure of the wellchild visit across conditions included length of the appointment (i.e., physician time in the visit, behavioral health provider time in the visit, total visit duration) and number of health topics covered.
Project Personnel
Data collectors were pediatric psychology predoctoral interns, postdoctoral fellows, and faculty. Data collectors were trained by the first author and were responsible for recording the duration of time physicians and behavioral health providers spent in the well-child visits and providing oversight for caregiver completion of the survey packet. Two behavioral health providers (i.e., a licensed psychologist and a provisionally licensed psychologist) implemented the intervention for experimental group participants.
Measures
Promoting Healthy Development SurveyModified. The primary measure used to examine the dependent variables was a modified version of the Promoting Healthy Development Survey (PHDS; Bethell, Peck, & Schor, 2001 ). The PHDS assists health providers in assessing the degree to which practitioners provide recommended developmental services. The PHDS was developed by using a multistage process that included focus groups, literature reviews, and psychometric analyses. Factor analytic work demonstrated a strong factor structure and acceptable Cronbach's ␣ estimates (Bethell et al., 2001) . For this study, items from Domains 1 and 2 of the PHDS (i.e., Anticipatory Guidance and Parent Education and Assessment of Development and/or Behavioral Risks or Delays in Children) were adapted to assess behavioral health topics relevant for behavioral health care in well-child visits.
Caregiver perceptions of the number of topics in alignment with the AAP guidelines were assessed using 26 items from the PHDS rated using a binary-choice (i.e., yes/no) format. A total sum score was derived to determine the number of topics covered. For this sample, items assessing the number of topics covered yielded a Cronbach's ␣ of 0.93. Caregiver satisfaction for the discussion of each topic was assessed for the same 26 items and was rated on a 5-point Likert scale with response choices ranging from 1 (not satisfied) to 5 (extremely satisfied). For this sample, satisfaction for the discussion of the 26 topics yielded a Cronbach's ␣ of 0.99. It is important to note that caregivers completed satisfaction items only if they indicated that the topic was covered in the well-child visit. Thus, mean scores were calculated for satisfaction on the basis of the number of topics covered during the visit. Caregiver-perceived helpfulness was assessed using two helpfulness items from the PHDS that estimate perceived overall helpfulness with the well-child visit. The two helpfulness items are rated on a 4-point scale ranging from 1 (not at all helpful) to 4 (very helpful).
Procedures
Recruitment. Caregivers were recruited to participate if they met two conditions: (a) their child was between the ages of 1 and 5 years and (b) they were attending a well-child visit on a day that data collection occurred. All caregivers who had children that met criteria were given the opportunity to participate. Four caregivers declined participation.
Assignment to groups. Caregivers who provided consent were randomly assigned to a control (i.e., standard well-child visit; n ϭ 50) or experimental group (i.e., the addition of a behavioral health provider into the well-child visit; n ϭ 44). For the control group, the standard well-child visit occurred, the length of time the physician spent in the room was recorded, and caregivers completed the survey. Participants in the experimental group experienced a standard well-child visit. After the visit with the physician, a behavioral health provider met with the family for additional anticipatory guidance that was based on recommendations by the AAP. Specifically, the behavioral health provider used a protocol with two general opening prompts (a) to help understand the families' perspective on the child's development (i.e., "Tell me about the kinds of things your child is doing") and (b) if there were any concerns related to development (i.e., "Do you have concerns about how your child is growing and developing?"). After these prompts, the behavioral health provider prompted discussion of health topics guided by the families' needs and AAP guidelines for anticipatory guidance. Recommendations were given if the family had concerns about their child. For the experimental group, the duration of time the physician spent in the visit and the duration of time the behavioral health provider spent in the visit were recorded. Finally, caregivers in the experimental group completed the survey.
Research Design and Analysis
The effect of behavioral health integration within well-child visits was examined. First, the structure of the well-child visit was examined descriptively for both groups. Next, differences between groups (i.e., experimental and control) on the dependent variables were assessed using independent sample t tests or Mann-Whitney U tests depending on the normality of the distributions. An ␣ level of 0.05 was set to detect the significance of the effects. Child age and gender were considered for inclusion as covariates in a regression model, but the experimental groups did not differ on either variable. Furthermore, neither child age nor child gender was significantly related to any of the study outcomes. Figure 1 presents the number of topics covered in the well-child visit for caregivers in the experimental and control groups. The mean number of topics covered (based on caregiver perception) for caregivers in the experimental group was 18.86. The mean number of topics covered for caregivers in the control group was 9.70. Figure 2 presents the minutes spent in the well-child visit with a behavioral health provider and physician. The mean number of minutes physicians spent in the well-child visits for the participants in the experimental group was 8.54 and was 9.58 for participants in the control group. The mean number of minutes spent in the visits by the behavioral health provider was 10.39. Thus, the mean total time for the wellchild visit for participants in the experimental group was 18.95-an increase of 9 min over visits for participants in the control group. Table 2 presents descriptive statistics for dependent variables and U or t test results for the effect of integrating a behavioral health provider into well-child visits. Results indicate a statistically significant increase in the number of topics covered with the integration of a behavioral health provider in well-child visits (i.e., the experimental group), t(92) ϭ 7.4, p Ͻ .001. The positive effect indicates that more topics were covered in sessions when a behavioral health provider was present. Experimental group caregiver perceptions of helpfulness in understanding their child's behavior and addressing special concerns they have for their child were not significantly different when compared with control group caregiver percep-tions. Experimental group caregiver perceptions of satisfaction with the topics covered were also not significantly different when compared with control group caregiver perceptions of satisfaction.
Results
Structure of the Well-Child Visit
Effects of Behavioral Health Care Integration
Correlations were calculated to assess what was related to caregiver perceptions of satisfaction (see Table 3 ). Nonparametric correlations (Spearman's ) were used because of the nonnormality of all but one of the variables. Caregivers' perceptions of total topics covered was not related to the satisfaction of topics discussed (r ϭ .06) or to either measure of helpfulness. However, the perceived helpfulness of the visit was highly related to satisfaction of topics discussed in terms of helpfulness in understanding the child's behavior (r ϭ .538), and helpfulness in addressing special concerns regarding the child's development (r ϭ .509). The time spent with behavioral health providers, although nonsignificant, has small effect sizes (r ϳ .15) in its relationships with perceived helpfulness. The only outcome that behavioral health provider time has a significant relationship with is the total number of topics covered.
Although child gender and age were not related to any of the study outcomes, we were interested in determining if there were any differences in covering specific topics on the basis of age and gender. The relationships between age/gender and coverage of each of the 26 possible topics were assessed using Spearman correlations (see Table  4 ). Coverage of only one topic differed as a function of child gender. With male children, providers were less likely to cover separation from the parent than with females. Child age was related to 6 of the 26 topics. With younger children, visits were more likely to cover words and phrases, learning how to do things, food and eating, and hand and body control. With older children, visits were more likely to cover toilet training and preschool considerations. Table 4 also includes tests of differences in coverage of individual topics by experimental group. Coverage of each of the 26 topics was more likely in the experimental group and significantly more likely in 23 of the 26 topics.
Discussion
The purpose of this study was to assess the effect of integrating behavioral health care into well-child visits in underserved, remote, and/or fringe (NCES, 2006) areas. Results revealed a statistically significant effect for participants in the experimental group relative to participants in the control group for some variables examined. In addition, descriptive findings revealed differences in the structure of the well-child visit for participants in the experimental group relative to participants in the control group. Main findings and implications are discussed in the sections that follow.
Structure of the Well-Child Visit
Findings reveal that the mean number of minutes physicians spent in the well-child visit for control group participants was 9.58. This value is slightly lower than indications in other research, which have suggested that the average time physicians spend in the visits is 10.30 min (Reisinger & Bires, 1980) . The integration of a behavioral health provider in the well-child visits was a timely addition for participants in the experimental group; these participants spent an additional 10.39 min with a health-care professional during their visit. This is valuable time, which may allow caregivers time to problem-solve behavioral concerns and receive behavioral education with regard to their child's social-emotional development. These preliminary descriptive findings may point to practical and professional benefits for families and physicians. The implementation of the Patient Protection and ACA of 2010 has increased the emphasis for developing innovative practices for primary care, including the patient-centered medical home (PCMH). The PCMH is a way to organize service delivery using comprehensive, coordinated, accessible, team-based care that is continuously improved through a systems-based approach. Behavioral health providers are being called to integrate their work into primary care settings, which is critical given that approximately half of all individuals seen for behavioral health concerns are seen in primary care (Kessler et al., 2005) . Integration of behavioral health providers into primary care helps address AAP guidelines and offsets barriers for physicians to provide behavioral health services (e.g., lack of resources; Galuska et al., 2002) . In this investigation, integrating a behavioral health provider allowed caregivers to have more time with a health-care professional with expertise in behavioral concerns, which could be devoted to anticipatory guidance activities. Thus, physicians may be able to spend more time with other patients, and families can receive more targeted care that covers greater breadth by an individual with advanced training in behavioral health care.
Effects of Behavioral Health Care Integration
On the basis of caregiver perceptions of the number of topics covered in the visit, a statistically significant increase in the number of topics covered was found for participants in the experimental group as compared to those in the control group. In fact, only three topics were not covered significantly more by the behavioral health provider (i.e., learning, physical growth and development, and behaviors you can expect to see as your child gets older). Because significantly more topics were covered in visits in which a behavioral health provider was integrated, there may be a greater likelihood that concerns will be identified earlier. The early identification of behavioral health concerns is critical because early interventions are linked with positive gains for children identified with specific behavioral concerns (e.g., Strain & Bovey, 2011) . Although participants in the experimental group perceived more topics covered, they did not perceive significantly greater helpfulness, nor were they more satisfied with the discussion of these topics, as compared with participants in the control group. This finding may be due to the established relationship families have with their pediatrician and their possible general satisfaction with that relationship. Although participants in the experimental group were not more satisfied with the discussion of the topics, they did spend more time with behavioral health providers, and time with those providers had a small relationship with perceived helpfulness of the visits. Previous research has demonstrated a positive relationship between visit length and high ratings of satisfaction even when the content of the visit was controlled for physician-led well-child visits (Halfon, Stevens, Larson, & Olson, 2011) . Perceived helpfulness was highly related to overall satisfaction; therefore, perhaps future interventions should focus not only on covering more topics but also specifically attending to those topics that each family may find most helpful. This study adds to the extant literature that suggests that integrating a behavioral health provider in primary care can improve the number of topics covered, which may lead to more accurate identification and management of behavioral health concerns and improve the rates of successful referral to specialty services (Felker et al., 2006) .
Limitations and Future Research Directions
Although this study revealed important findings, which have meaningful implications for researchers and practitioners, limitations exist and need to be reviewed to provide a context for the results. This study used only two items for measuring perceived helpfulness, and both were non-normally distributed, exhibiting ceiling effects. More items could provide a better overall measure of perceived helpfulness that has better variability and a more normal distribution. Our measure of satisfaction also exhibited a ceiling effect. The ceiling effects demonstrate that our sample was generally very satisfied with their discussions and found them to be very helpful, but the non-normal distributions necessitated the use of nonparametric statistics. More discriminating measures would likely provide more power to detect group differences.
Results for the effect of behavioral health care integration in the well-child visit are based on a single reporter's perception of activities in the visits. Future investigations should aim to use multimethod (e.g., self-report and direct observations), multisource assessments. This approach would provide a more objective and richer account of activities and provide data that could be used to determine the extent to which caregivers are accurately reporting this information as well as which topics are being covered by the pediatrician and/or the behavioral health provider. Data from multiple respondents would allow for the examination of converging evidence across methods and sources.
In addition, the external validity of this study is limited. Participants in this study were composed of a primarily homogeneous ethnic back-ground; generalizations to individuals from other backgrounds cannot be made. It will be important for future work to determine results for individuals from diverse backgrounds.
Conclusion
Health-care delivery is changing with the implementation of the ACA of 2010 and PCMHs. Behavioral health providers will be called on to take less traditional roles in the delivery of behavioral health care in the primary care setting, and a preventative, systems approach will become increasingly more important. This study provided a preliminary review of a preventative approach using a cross-sectional design for measuring the structure of and effect for integrating a behavioral health care provider in well-child visits. It will be important for future investigations to use a longitudinal design linked to child outcomes. If empirical evidence were to suggest specific patterns of effects for integrating a behavioral health provider, then interventions could be targeted to meet the needs of children and families.
